This study explores the role of faith leaders and congregations in preventing teen pregnancy and enhancing overall health. Seventeen faith-based leaders responded to an invitation to participate. Participants were recruited from two counties within Oklahoma, based on desired community characteristics. Findings were directly related to: (1) the vulnerability of rural communities to negative health outcomes; (2) resiliency of rural faith communities to address health issues; and (3) the adaptive capacity of rural faith leaders and their communities to decrease teen pregnancy and maximize community health. Culturally relevant public health programming is necessary to engage this at risk population; however, it requires engaging faith leaders in efforts to build congregation-based and community-based capacity.
Introduction
Faith-based organizations can serve as vital resources for adolescent socialization and development. Many teens still engage in premarital sexual activity, despite the dominant role of religion in the lives of many American teens (Boonstra 2008; Burdette et al. 2015) . Nearly 85% of women who have ever been married reported engaging in premarital sex (Chandra et al. 2005 ). More than two-thirds of Southern Baptist teens in Texas reported actively engaging in premarital vaginal or oral sex (Rosenbaum and Weathersbee 2013) .
Adolescents' sexual behavior is important because it is deeply rooted in social, cultural, and religious prescriptions for appropriate sexual behavior (Collins et al. 2004; Fortenberry et al. 2010; Tolman 2009) . Religiosity may delay the onset of sexual behavior (Boonstra 2008; Buhi and Goodson 2007; Hull et al. 2011 ); however, when they do engage in sexual activity, teens lack the skills to prevent the spread of disease and to prevent pregnancy (Boardman et al. 2006; Rosenbaum 2009 ). Religious teens are less likely to use contraceptives than non-religious teens (Manlove et al. 2006 ). This may suggest that there is a greater perceived barrier associated with obtaining contraception in more religious families and communities, thereby making it more difficult for teens in religious families to seek contraception after the first encounter (Manlove et al. 2006) . Moreover, men and women who hold traditional perspectives on gender and sexual roles report lower sexual autonomy and higher risk for contracting HIV/AIDS than those with less traditional beliefs (Grose et al. 2014; Santana et al. 2006) .
Formal sex education is a key strategy for promoting safer sexual behaviors for adolescents and young adults (Lindberg and Maddow-Zimet 2012) . Comprehensive sexual health education that includes abstinence as a desired behavior was correlated with the lowest teen pregnancy rates across states (Stanger-Hall and Hall 2011) . The US government promotes abstinence-only initiatives based in part on the argument that sex education that covers safe sexual practices, such as condom use, sends a mixed message to students and potentially promotes sexual activity (Kohler et al. 2008) . The central message of these programs is to delay sexual activity until marriage, and under the federal funding regulations, most of these programs cannot include information about contraception or safer-sex practices (Stanger-Hall and Hall 2011) . The current generation of adolescents entered adolescence during a period of relative political and social conservatism, with a national emphasis on abstinence-until-marriage as a foundational philosophy of sexual education (Fortenberry et al. 2010 ). Based on a national analysis of all available state data, the results clearly show that abstinence-only education does not reduce and likely increases teen pregnancy rates (Stanger-Hall and Hall 2011) . Current US priorities, therefore, allow schools to offer "disaster prevention" and not a holistic and honest picture of sexuality (Haffner 2011) .
Only 14% of congregations offer "reasonably comprehensive" sex education programs, about half offered a limited amount of sex education, and 37% close to nothing (Boonstra 2008) . In socially conservative states like Texas, school sex education was the only source of information about sexually transmitted infections for most (57%) Southern Baptist teens (Rosenbaum and Weathersbee 2013) . Unfortunately, a large majority of teens stated did not receive the information they needed and wanted from their faith communities: 90% of teens felt the information on sexual decision making they had received from their congregation was inadequate, and fewer than 14% indicated they had received any significant information on contraception, prevention of STIs, rape, and homosexuality (Boonstra 2008) .
It is hypothesized that higher religiosity at the state level leads to a stronger abstinence-only emphasis in state laws and policies. These abstinence-only programs are less effective (Kohler et al. 2008; Santelli et al. 2017) , and therefore, these states have among the highest national teen pregnancy and teen birth rates (Stanger-Hall and Hall 2011) . Therefore, higher teen birth rates in poorer states were correlated with a higher degree of religiosity at the state level (Stanger-Hall and Hall 2011) . Based on the teen pregnancy data in Bible Belt states, the religious ideologies and theological rationales consistent with Evangelical Protestantism may be a social determinant of poor health (Ahrold et al. 2011; Blanchard et al. 2008; Garcia and Kruger 2010; Viner et al. 2012) .
Community Resilience
The causes and effects of teen pregnancy include low education attainment, singleparent households, and high poverty rates (Meade et al. 2008; Penman-Aguilar et al. 2013; Rodgers and McGuire 2012) , thereby affecting communities with social problems similar to natural disasters (Donner and Rodríguez 2008; Kim 2012) . Drawing from the Disaster Resilience of Place (DROP) model and the model of Stress Resistance and Resilience over Time, three key factors emerge: vulnerability, resilience, and adaptive capacity (Cutter et al. 2008; Norris et al. 2008 ). A community's level of vulnerability, factors of resilience, and adaptive capacity determines whether the community is able to respond and recover from a disaster and return to a state of post-event functioning as opposed to persistent dysfunction (Norris et al. 2008) . The effects of poor health in a community, with a specific focus on teen pregnancy, mirror the effects of a natural disaster. Utilizing an established framework that assesses a community's vulnerability, resilience, and adaptive capacity, this study evaluates Oklahoma's ability to respond and successfully recover from its perpetual poor health outcomes, including teen pregnancy.
Community Context
A dichotomy of faith and health persists in Oklahoma, evidence by extremely poor health outcomes and consistently high rates of religiosity. According to Pew Research Center, 79% of Oklahomans identify as Christian with 47% of those Oklahomans classified as Evangelical Protestants (Pew Research Center 2014). Moreover, Oklahoma continues to have one of the highest teen birth rates in the country (Kohler et al. 2008; Kost and Henshaw 2014) . Among 15-17-year-old women, pregnancy rates are estimated at 36 per 1000 which remains the 6th highest in the nation (Kost and Henshaw 2014) . Teen pregnancy is not an isolated event, but rather serves as an indicator of numerous poor health outcomes present in a community (PenmanAguilar et al. 2013; Viner et al. 2012) . From low education attainment, single-parent households, and high poverty rates, teen pregnancy mirrors a disaster when present at high rates in a community.
This study seeks to address the role of churches to support community resilience while preventing additional teen pregnancy within two rural Oklahoma communities. These qualitative interviews were conducted in Oklahoma, which is located in the Bible Belt-an informal term describing a region in the South Central and South Eastern USA that has strong ties between widespread church attendance, socially and politically conservative ideals, and a high prevalence of Evangelical Protestantism.
Methods

Study Design
Between December 2015 and January 2016, 17 faith-based leaders responded to an invitation to participate in a study focusing on the experiences and perceptions of faith leaders on health within their communities. Participants were recruited from two counties within Oklahoma, based on desired community characteristics. For example, one county experienced teenage pregnancy rates similar to the state average and the second county experienced teenage pregnancy rates in excess of the state average. We sought to explore the role of faith leaders and congregations in teen pregnancy and overall health. The Institutional Review Board at authors' home institution approved the study, and each study participant completed an informed consent process.
Participants and Recruitment
This study utilized the concept of purposeful, voluntary sampling to identify participants for recruitment into the study (Corbin and Strauss 2008) . The first author initially recruited participants through existing community coalitions comprised of faith and health leaders. Secondary participants were identified by informants, in which those participating in the study provided names of peers who might be willing to participate. Data collection continued until thematic saturation, the point when further data gathering adds little new information to thematic conceptualizations, was reached (Corbin and Strauss 2008) .
Participants were eligible to be interviewed if they were over the age of 18 years, were proficient in speaking English, were recognized as a faith leader in the community, and resided in either county of interest. Potential participants were contacted using telephone or electronic mail conversations to establish rapport and address any concerns the participant had about the study. During this time, participants were screened for eligibility based on the criteria. If the participant met the eligibility criteria and wished to participant, an in-person interview was scheduled. Interviews were conducted at either a faith-based organization or another suitable public space that allowed for privacy and confidential discussions. Participants completed a one-on-one, in-depth, semi-structured interview lasting approximately 60 min with a trained interviewer. Informed consent was obtained prior to beginning the interview.
Study Instruments
A semi-structured interview guide was developed to elicit narratives from participants. The interview guide consisted of main questions and content-specific probes. In an effort to avoid the introduction of bias, probes were used only when necessary.
For thematic development and to gain a deeper understanding of participants' perceptions and experiences, questions were designed to elicit narratives from participants regarding: community resilience, social capital, perceptions of health, and exploration of theology that pertains to a church's role in health.
Data Analysis
Interviews were digitally audio-recorded, transcribed verbatim, and double-checked for accuracy against the recordings. Interview data from this study were analyzed using a qualitative approach to identify and interpret concepts and themes that emerged from the interview transcripts (Corbin and Strauss 2008) . Concepts were the most basic unit of meaning from which our results developed, and related concepts were grouped into themes (Corbin and Strauss 2008) . This method involved multiple readings of transcripts and interview notes, and analytic induction via open and axial coding of data to thematically organize transcripts.
Results
Characteristics of the Participants
In total, 14 male and three female faith leaders responded to requests to participate. Of our total sample, eight faith leaders self-identified as evangelical (e.g., Assemblies of God, Independent Baptist, Southern Baptist, Nazarene) and nine as nonevangelical (e.g., Judaism, Episcopal, United Methodist, Presbyterian). The majority of faith leaders (81.25%; n = 13) held the role of Senior Pastor or leader. Faith leaders were representative of the larger religious landscapes of these two counties (See Table 1 ), wherein most identified as evangelical protestant or mainline protestant. Faith leaders represented congregations of varying sizes, from 50 to 700 members, and the number of years the congregation has been in their community, from approximately 10-100 years. 
Main Themes
A number of themes emerged from the data in regard to the teen pregnancy epidemic and the role of rural faith leaders in community health, including the following: (1) vulnerability of rural communities to negative health outcomes; (2) resiliency of rural faith communities to address health issues; and (3) the adaptive capacity of rural faith leaders and their communities to decrease teen pregnancy and maximize community health. Verbatim exemplars from data are presented below with additional text dedicated to highlighting and expounding on connections.
Vulnerability of Communities
Theological differences and limited resources at the disposal of faith communities create an environment which encourages competition. In addition, historical conditions related to rural communities may also prime that community to be at risk for higher teenage pregnancy rates compared to their urban counterparts. The compounding effects of competition and historical conditions hinder collaboration among faith communities to address public health issues such as the teenage pregnancy epidemic in smaller rural communities.
Competition Which Hinders Collaboration
The majority of faith leaders (n = 15) described an environment of competition and conflict that served as barriers to faithbased partnerships not only to address health issues, both other ecological factors that may impact an individual. Rural communities and their faith leaders, to a large extent, discussed they "have very little to do with other churches. The fear of competition is huge in small towns." Specifically, size of a congregation was viewed as directed related to a faith leader's willingness to engage in community partnerships. Those with larger congregations highlighted they had resources at their disposal that positioned them in a unique manner to be self-sufficient. As one faith leader stated, "…we are the larger church. I am not interested in church hopping or transfers. We are focused on preaching the gospel, baptizing, and training…. We hold to a literal interpretation of the Bible. We are friends with other churches but big on separation." This desired separation was also grounded in theological differences between faith communities, as highlighted by a faith leader from a smaller congregation who stated "there are not a lot of partnerships. It is hard to connect with peer leaders. There are mostly evangelical churches in our area and they are not open to connecting with churches that appear 'catholic'." Compared to their evangelical counterparts, faith leaders of non-evangelical congregations reported more collaboration with similar congregations on community initiatives.
In instances where faith leaders have organized more formal processes to spur collaboration between congregations, these efforts are often viewed as an opportunity for individual faith leader to tout the successes of their own program and not necessarily engage other leaders in new programming. This was point was raised by faith leaders who discussed they were not invited to join ministerial groups and illustrated by a faith leader from a smaller congregation: I am not part of the ministerial group because the meeting is a way for pastors to show off. It is a sort of competition. I am still waiting for an invitation to join the ministerial group. Why don't the larger ministries help with smaller ministries that have been here the longest? A lot of it is ego. Ministries won't cross-pollinate because they want to be the biggest and best.
Potential collaboration between faith leaders in these rural communities was perceived to be further hindered by the limited population size of their communities and the potential resources at their disposal. Efforts by larger congregations to serve historically poorer areas of the community are often viewed as a way to increase church membership. As one faith leader illustrated, "There is competition from other churches for more resources-looking for money. This creates fear. More affluent churches try to come and help the 'poor' people on our side of the town we serve. We are always combating stereotypes with other churches." Conversely, larger congregations viewed their efforts as a way to give back to the larger community based on the financial resources at their disposal. This is illustrated by other faith leaders:
We are able to offer more events because we have more money. We used to be the "country club" church, not anymore because business has left our town. There are more blue-collared people now. Smaller churches are more reluctant to join and collaborate. It is a struggle to be more inclusive.
Historical Conditions
The vulnerability of a particular community-the historical conditions, lack of social capital across congregations, and disparities found among teen mothers-increases a community's susceptibility to the lasting effects of a disaster such as teen pregnancy. Of the two rural communities within the current study, one showed increased vulnerability due to historical conditions. In particular, inherent conditions left the community vulnerable and unable to absorb impact and cope with teen pregnancy, consequently limiting its ability to re-organize into a fully functioning system. These historical changes were noted by faith leaders who described their former community as "primarily a white-collar town to a now blue-collar town. The low-income community is getting larger. The zip code is different for the poor community." This change was viewed as leading "to an increase in poverty and racial tension." Historical conditions were viewed by participants to contribute to the current health climate-such as a large company that employed the majority of the city leaving the community. This distinct historical event was confounded by the lack of collaborations of faith leaders to address health concerns. While these conditions were quite evident within one rural community, the second rural community had far fewer faith leaders speak to a factory that closed in the 1970s. These faith leaders did not have as strong of a theme when identifying a historical event that led to current health outcomes.
Resilience of Communities
A community's level of resilience determines its ability to respond and recover form disasters. Social factors, economic factors, and community competence serve as resources contributing to a community's resilience and are often based on perceptions of the importance of health and health intervention.
Perceptions on the Role of the Church in Addressing Community Health Given the dominance of Evangelical Protestantism in the two rural communities sampled from, the religious ideologies and theological rationales consistent with Evangelical Protestantism appeared to be a social determinant of health. Faith leaders were probed about this dichotomy when asked if they though the church should have a role in health. In particular, nearly all of the interviewed Evangelical faith leaders (n = 7) perceived their role to be minimal, if any. As noted by one faith leader about their priorities, they stated:
Health is not the primary purpose of the church. I won't put resources toward it. I will speak to it if it appears in the text. The church's priority is the Great Commission. Don't miss the priority purposes of the church-spirit and soul. Body is only secondary. The church should be neutral on health.
Non-evangelical leaders (n = 9) displayed a greater passion and purpose when discussing the church's role in community health, connecting their role to a theological rational of the whole body. These faith leaders consistently discussed that "when Jesus transforms someone, he transforms the whole body-the whole being. Spirituality has to be doable and practical, that is why we focus on health." Overall, faith leaders found themselves on a spectrum of the church having little role to a primary role in advancing community health, and it was consistent with their identification as an Evangelical or Non-Evangelical faith leader.
Perceptions on the Role of the Church in Addressing Sexual Health Stances held by responding faith leaders on general health seemed to be guided by facts and natural consequences, whereas discussion of the role of faith communities in addressing sexual health, including teenage pregnancy and sexuality education, appeared to be guided by moral principles. A faith leader's perception of sexual health and teen pregnancy, guided by his or her moral stance on these issues contributes to the resilience of the community. Faith leaders noted that teenage pregnancy included a host of social problems that afflict a community; however, when probed to discuss their concerns with teen pregnancy in their community, all were indifferent or quite knowledgeable about the issue. Evangelical faith leaders to a greater extent were indifferent related to teenage pregnancy, often noting "we don't see any teen pregnancy problems, but I am sure it is a problem." In addition, these faith leaders noted the potential detrimental iterative cycle teenage pregnancy could create for an individual and for the community which the teen would rely on for help. One respondent noted, "Teen pregnancy leads to poverty, little peace and happiness, welfare, and others needing to offer support. It affects families and the future of kids. It leads to more bad choices and dysfunctional families."
Those indifferent to concerns of teenage pregnancy often held strong convictions when it came to sexuality education and the role of the church. More often this was in relation to moralistic understandings of sexuality and how premarital sex could be related to spiritual purity. A few leaders (n = 5) thus felt the church did have a role in sexuality education, but as described by one faith leader, it was to protect the purity of perishers.
Yes, the church has a role. It could be alternatives to prom since most girls lose their purity at prom Youth directors can talk about it. Parents need to be involved. I am 100% against teaching alternatives to abstinence-curiosity leads to a sin nature.
Overwhelmingly, churches seemed to hold more conservative views, such as abstinence-only until marriage with no discussion of contraceptives for safety. Other faith leaders provided examples on how more holistic approaches would lead to risktaking behaviors and the normalization of sex outside the context of marriage:
We teach abstinence; we teach the destruction of what sex does; teach porn education to men. Teaching abstinence but with contraceptive information does no good-it is just given them [youth] a reason not to be holy or pure and giving them the ability to have sex recreationally. Only non-medical contraceptives are non-abortive; the non-abortive types of contraception are okay, but only in a marriage setting. All contraceptives lead to recreational sex.
Although a minority opinion (n = 7), non-evangelical faith leaders discussed the tenacious cycle of teen pregnancy and its effect on a community, and this understanding led them to a conviction that an abstinence-only until marriage approach to education, although preferred, may not be in the best interest of youth and emergent adults. In particular, these faith leaders' perceptions show how such approaches may drive sexual behavior underground and creative a stigmatizing environment for young men and women to navigate. This was expressed by one faith leader who stated "those who prohibit [sex education] have the highest rates [of teenage pregnancy]. Abstinence is desired, but might not work. Guilt and shame come along with abstinence-only education."
Adaptive Capacity of Communities: Utopic Communities
The ability of communities and non-traditional participants in public health to adapt to a changing environment, policy, and communities needs remain benchmarks for evaluating success of health programming. Five faith leaders saw their role in advancing community health and addressing teen pregnancy as grounded in being advocates for social justice. In particular, many community health and public health programs within communities are often driven by the desire to create more utopic communities which minimize health inequity. When faith leaders were asked to imagine a utopic version of their local community, six participants expressed their inability to do so. For these faith leaders, they expressed there was no purpose in trying to move beyond the public health disaster of teen pregnancy in their community because it is humanly impossible until after Jesus returns. As noted by one participant on what a utopic local community may look like, "Jesus Christ reigning over our community after rapture. There are no pre-rapture utopic possibilities."
Although this view point was in the minority, it is poignant to note that ten faith leaders were hopeful of a community and the related health outcomes being advanced through learning and adaption. In particular, these faith leaders expressed the need for faith leaders, health providers, and community members to address larger ecological factors which impact health. In their vision, a utopic community "reflects the Kingdom of God and when your zip code would not indicate anything. Poverty would be resolved, people healed, and equity exists." Adapting to potential health disasters as a community would require community members to come together to address larger systemic issues. Only then, as a faith leader stated, would there be communities "where no one goes hungry. No one has a need unmet. A community that looks out for one another."
Discussion
According to current study findings, faith-based organizations in rural communities can positively affect teen pregnancy rates by contributing to community resilience. Active partnerships across denominational lines signify the collective capacity to sustain and renew the community. The two rural Oklahoma communities featured in the current study are vulnerable, as evidenced by heightened teen pregnancy rates. Hazardous historical conditions, such as poverty and unemployment, compound heightened teen pregnancy rates. Adding to community vulnerability, evangelical faith leaders from both communities did not recognize ongoing partnerships across denominational lines and did not feel that partnership building should be a priority. Against a background of contextual vulnerability, several faith leaders were still hopeful that a healthy resilient community could be realized.
Community vulnerability, resilience, and adaptive capacity determine whether a community can recover from a disaster and possibly adapt to a better functioning system than the pre-disaster environment (Coles and Buckle 2004; Norris et al. 2008) . Our findings from related to competition and theological differences between faith-based organizations indicate that competition stifles collaboration between organizations. The competition among Evangelical churches in rural Oklahoma increases community vulnerability instead of collectively pulling resources together to address the disaster-like consequences of teen pregnancy.
Further, theological differences between faith leaders contributed to whether a faith leader would prioritize health issues in his or her congregation. Faith leaders are uniquely positioned to address health issues as community leaders, but many within the current study did not seem to have personal experience within their congregations and therefore were indifferent to the issue. Study findings are in contrast to several prior studies in which faith leaders seemed more familiar with congregational health issues and were concerned about resolving them (Baruth et al. 2015; Bopp and Fallon 2011) .
Theology influences pastoral perspectives on health and guides practice in congregations. For most faith leaders, theology is formulated through a combination of four sources: the revelation of God, the faith experience of the believer, the Bible, and the church (Yarbrough 2000) . In states with high rates of Evangelical Protestantism, the prevailing conviction is scripture only. Meaning, a faith leader's interpretation of the Bible will be what guides the practice of the congregation. If a faith leader holds the conviction and interprets the Bible in a way that makes spirit and soul separate from and an exceedingly greater priority than the body, then naturally anything that emphasizes the health of the body will be secondary and not a priority. This theological rationale, although not intended for ill among faith leaders, has disastrous consequences on community health. Poor health outcomes and alarming teen pregnancy rates are an indirect result of the theological belief that the body is secondary and therefore not a priority. Although not intentional, the theological belief of the body as secondary alienated evangelical leaders in the current study from collaborating with other congregations. Unfortunately, theological beliefs can be a hindrance to community resilience.
Faith-based leader perspectives on how to address health issues further revealed vulnerability instead of community resilience. Specific to teen pregnancy, pastors who held conservative views believed that abstinence-only education should be taught. Yet they were knowledgeable of the potential negative effects of teen pregnancy. Notably, most (65%) Southern Baptist adolescents in a neighboring state 65% supported secular sex education despite church opposition (Rosenbaum and Weathersbee 2013) . Because faith communities play a major role as a rich resource for adolescent growth and maturation, the absence of comprehensive sexual health education may cause more harm than good in the sexual health of its congregations (Boonstra 2008; Coyne-Beasley and Schoenbach 2000) . Religious messages about sex have the potential of harming people, installing fear, shame, and guilt about their sexuality (Haffner 2011) . Only about one in ten people say that the congregations from their youth taught them that their sexuality was a blessing, a gift from God; consequently, shame, fear, and guilt ensued in the other nine (Haffner 2011 ). Reviews of faith-based programs indicate that programming focuses on morality instead of birth control and controversial issues, with few differences noted between evangelical and non-evangelical programs (Freedman-Doan et al. 2013) . Overall, evangelical pastors in the current study did not view themselves as responsible for health issues. In contrast, a few of the non-evangelical faith leaders demonstrated an interest in partnership and role development, and felt responsible for the health of the community. Responses are consistent with the literature, in that pastors who feel a social obligation are more likely to participate in communal activities (communitybased health and wellness) and lead their congregations to do the same (Cohall and Cooper 2010) . However, rural communities are less likely to have community health activities compared to their urban counterparts (Bopp and Fallon 2011; Kozhimannil et al. 2015) .
Inherent characteristics may provide an explanation for fewer community health activities. Inherent characteristics such as economic resources, community capacity, and social dimensions serve as indicators of adaptive capacity and community resilience. Social dimensions include social capital (mutual reciprocity) and the presence of faith-based organizations (Cutter et al. 2008) . Faith-based organizations have vast potential in facilitating the growth of social capital that can benefit the community as a whole. Particularly in rural communities, churches may serve as both a spiritual and social resource for specific sectors of the community. Due to their influence, churches can build social capital and potentially serve as a protective factor against poor health outcomes.
Partnerships are a primary gateway for building social capital (Hancock 2001; Macinko and Starfield 2001) . Partnership building is particularly important in communities with scarce resources and a propensity for negative health outcomes (Rothman 1995) . Several pastors in the current study noted a perceived lack of partnerships, and did not think that partnership building would be fruitful. A perceived lack of partnership denotes an absence of social capital, often assumed as present in rural communities. Partnerships can increase community capacity for responding and recovery from teen pregnancy. An example of a widely used faith-based partnership is ministerial alliances. Ministerial Alliances serve as a conduit for partnerships and social capital across denominational lines by facilitating ongoing relationships that address community needs. Adaptive capacity takes place when faith leaders work across denominational lines and other barriers to advance the community beyond the ongoing cycle of teen pregnancy. Study limitations include self-report by faith-based leaders and that the sample may not be representative of all faith-based leaders in the selected communities.
Implications
Few research studies have focused on the implications of public health programming for faith-based organizations with differing health philosophies. For evangelicals, faith integrated programming may be appealing and effective, defined by the inclusion of scripture and/or prayer (Tettey et al. 2016 ). Based on current study findings, faith placed programming may be more appropriate for non-evangelicals. Faith placed programming refers to the location and not program content. Health fairs and immunization drives in churches are examples of faith placed programming. The success of faith placed programs is dependent on consistent communication and mutual trust among pastors, parishioners and community partners (Kegler et al. 2010) . Properly tailored programs can increase the health capacity of faith-based organizations and contribute to community resiliency.
As noted by pastors in the current study and in the literature, rural communities have specific needs that not necessarily addressed by mainstream programming. Few programs address the cultural norms and needs of rural communities (US Department of Health and Human Services 2015). In one example of sex education programming for rural communities, intervention group participants demonstrated decreased presexual behaviors and intercourse within 12 months of the program (Piotrowski and Hedeker 2016) . Thus, it may be necessary to tailor current evidence-based interventions in an effort to enhance community resiliency. Initial steps should include the use of Community Advisor Boards or the engagement of popular opinion leaders within the community to develop and tailor programming in an effort to ensure cultural-relevancy 
Conclusion
Current study findings confirm persistent historical conditions and health issues in rural communities. Pastoral perceptions of resources and partnerships can contribute to both vulnerability and resilience in communities. In addition, differing perspectives on the role of the church and health may be detrimental to overall community health and adaptive capacity. Rural congregations are in a unique position to address health issues. With more than 6500 congregations in Oklahoma, the potential for a robust partnership between faith and health is great (Pew Research Center 2014) . Stronger partnerships across denominational lines to meet community needs increase a community's resilience. Despite theological differences, population health will be improved when faith-based organizations collaborate and utilize resources in a way that benefits the community at large. Common ground among theological stances with resulting partnerships is needed in order to bolster community resilience and recover from the disaster of teen pregnancy.
